In the era of evidence-based medicine, clinicians, scientists, and policymakers have to screen large amounts of information in short periods of time to stay up-to-date. Journal abstracts play a crucial role in this process. Based on the abstract, readers commonly decide whether they should invest time in obtaining and reading the full text. Sometimes, decisions regarding the adoption of interventions and medical tests may be made on abstracts alone, for example, when full texts are not available because of a paywall.
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The abstract should contain the core elements of a study so that readers can quickly identify whether it is relevant to their field of practice. Which information is critical to report in an abstract varies between study types. For comparative studies of interventions, it means that minimal information regarding patients, intervention, control, and outcomes (PICO) should be reported in the abstract. For diagnostic accuracy studies, the authors should at least disclose in the abstract where, in whom, and how the test was evaluated. By diagnostic accuracy studies, we mean studies in which the results of the test(s) under evaluation are compared with those obtained with the reference standard in a series of patients suspected of having a given condition or disease. The typical outcomes of diagnostic accuracy studies are sensitivity and specificity, but sometimes, authors may prefer predictive values or likelihood ratios [1] .
The accuracy of a diagnostic test is not a fixed property; sensitivity and specificity vary with patient population and setting [2, 3] . Also, shortcomings in study design may generate biased estimates of diagnostic accuracy. For example, it was shown that studies including healthy controls systematically overestimate sensitivity and specificity [4] . Abstracts of diagnostic accuracy studies should, therefore, report essential information needed to assess the risk of bias from limitations in study design and conduct, the actual study findings, and potential concerns about the applicability of the findings to readers' clinical questions.
In the last issue of the journal, Azrad and colleagues report on a study in which they compared the diagnostic accuracy of two rapid tests for strep throat, with throat culture as the clinical reference standard [5] . Based on estimates of sensitivity and specificity, they conclude that BBoth tests have a good diagnostic performance.^Independent of the overall quality and relevance of the Azrad study, their abstract might be considered insufficiently informative: eligibility criteria (including whether the study focused on children, adults, or both), setting characteristics (including the nature and number of centers involved), key figures (including the number of participants with and without strep throat), and 95% confidence intervals around accuracy estimates are not reported. We also do not know from the abstract whether the study has been registered in a publicly accessible trial registry before its initiation.
We believe Azrad and colleagues' abstract illustrates common deficiencies in the reporting of abstracts of diagnostic accuracy studies. In a sample of journal and conference abstracts of diagnostic accuracy studies, we found that eligibility criteria, study setting, and confidence intervals around accuracy estimates were reported in less than half of abstracts [6, 7] .
Why does this matter? On average, the sensitivity and specificity of rapid tests for strep throat are around 85% and 95% [8] . However, the accuracy of rapid tests is well known to vary from study to study because of patient characteristics, such as age and Centor criteria [9, 10] . The accuracy of rapid tests also depends on the person performing the test. For example, in a study evaluating sources of variability in the accuracy of a rapid test for strep throat, sensitivity ranged from 56 to 96% (p = 0.01) across physicians, and was higher for physicians with hospital-based clinical activity in addition to officebased practice (91% vs. 78%, p < 0.001) [9] . Sensitivity may also be higher in studies with higher disease prevalence [11] . Confidence intervals matter because presenting point estimates obtained from small studies, without expressing the statistical imprecision, might suggest a too precise reflection of the Btrue^accuracy of the test. Azrad and colleagues' full text shows that, for both rapid tests, the 95% confidence interval of sensitivity ranges from 60.9 to 91.1%, around a point estimate of 80%. Prospective registration, for example, in Clinicaltrials.gov, allows the timely detection of ongoing and completed studies and enables the investigation of deviations from the original study protocol [12] . Suboptimal reporting of study findings and unbalanced abstracts may also make diagnostic tests seem more favorable than they are, a phenomenon sometimes referred to as Bspin^ [13] .
Incomplete reporting is highly prevalent in the peerreviewed literature [6, 14] . To improve this situation, a large number of reporting guidelines have been developed, for different types of research. Many journals now explicitly invite researchers to adhere to such guidelines. For example, in 2014, 63% of high-impact journals mentioned CONSORT (Consolidated Standards Of Reporting Trials), the main reporting guideline for randomized trials, in their instructions to authors [15] .
CONSORT has many extensions, including one providing clear guidance regarding the content of abstracts of reports of randomized trials [16] . Similarly, to help authors, reviewers, and editors of diagnostic accuracy studies, an international group of experts has recently developed STARD for Abstracts [17] . This checklist contains 11 items that can be included in any abstract of a diagnostic accuracy study (checklist available at www.equator-network.org/reportingguidelines/stard-abstracts). STARD for Abstracts also comes with examples of good reporting and template text that can be used by authors when writing their abstracts. The STARD for Abstracts reporting guideline is an extension of STARD 2015 (Standards for Reporting Diagnostic Accuracy), the updated reporting guideline for full study reports of diagnostic accuracy studies [18, 19] .
There is evidence that completeness of reporting improved in 10 years after the launch of STARD [20] . We believe the use of STARD for Abstracts can further improve the informativeness of journal and conference abstracts of diagnostic accuracy studies, thereby helping readers and reducing avoidable research waste [14] . Implementation of reporting guidelines at the journal may also contribute to enhance the usability of reports published in the biomedical literature.
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